Abstract: Introduction. The most common functional complications after the treatment of breast cancer are reduction of range of motion in the shoulder joint (incidence of 10 to 73%), lymphedema of the arm (10-30%) and nerve damage of the arm or damage of brachial plexus (1.8-4.9%). Multiple complications rarely occur and they are usually of mild to moderate forms.
INTRODUCTION
Functional complications in breast cancer may occur as a consequence of therapy (surgery with or without axillary dissection, radiotherapy, chemotherapy) (1-4), absence of the early rehabilitation program and influence of natural factors (trauma, physical overload) (4) (5) (6) . The most common are: reduction in range of motion in the shoulder joint of ipsilateral arm, with an estimated incidence of 10-73% (7, 8) , secondary lymphedema of the arm (average incidence 20-30%) (9, 10), nerve damage of the arm or brachial plexus, which is reported in 1.8-4.9% of patients with breast cancer (11) . Those complications are mostly individual and in most cases mild, while their persistence leads to permanent dysfunction of the ipsilateral arm (5, 6) .
The main aim of this case report is to show the effect of rehabilitation interventions in improving the functional state in conditions of chronic and permanent damage caused by the treatment of breast cancer. Objective findings: pronounced, fibrotic, reddish-livid colour changes in skin of the left hemithorax, axillary and supraclavicular region (Figure 1 ). Mild flexion contracture in the left elbow joint and radial deviation in the left radiocarpal (RC) joint. Edema of the left forearm as a whole (without hand) and lower 2/3 of the upper arm with unchanged skin colour.
CASE REPORT
Palpatory: edema of firmer consistency, with palpatory zone of fibrosis (junction of the upper and middle thirds of the upper arm). Range of motion in the shoulder joint: abduction (abd) 80°; flexion (fl) 80°, extension (ext) 30°, external rotation (SR) 10°, internal rotation (UR) 0° (Figure 2 ). The range of the extremities (edematous/contralateral hand difference): over the metacarpophalangeal joint (MCP) -there is no difference; over the RC joint -difference is 1cm; 10 cm below the olecranon -difference is 7.5 cm; over the olecranondifference is 6 cm; 10-15 cm above the olecranon -difference is 7.5 cm. Manual muscle testing (MMT): except the flexor carpi ulnaris muscle (2+), scores for all the other muscles of the left shoulder-scapular area and segments of the left arm range from 3-to 3+. The Disabilities of the Arm, Shoulder and Hand score (DASH) is 107. Electromyoneurography (EMNG): chronic lesions of the left median and ulnar nerve to moderate degree and left radial nerve from mild to moderate degree.
Physical therapy was performed at the Department of rehabilitation of IOV since 2009, 2-3 times per year, 10-15 treatments each time. The therapy included kinesiotherapy, manual lymphatic drainage and education (risk factors, protective factors and kinesiotherapy at home).
The last check-up with a physiatrist was in October 2016. Patient subjectively rated herself as mostly pain-free. Periodically, "when she works too much", there is a pain of mild intensity (Visual Analogue Scale -VAS = 1-2) and the inability to raise her left arm above her shoulder. 
DISCUSSION
This case is interesting for several reasons:
1. The literature has shown incidences of separate functional post-therapeutic complications in breast cancer in the form of contractures in the segments of the ipsilateral arm (7, 8) , lymphedema of the arm (9, 10) and brachial plexus lesions (11). We did not find any representation of multiple functional post-therapeutic complications in existing literature, as we have described it in our case.
2. In addition, the findings of CT of the thorax which describes expressed postradiation sequel to the lung parenchyma, with the consequent osteoporosis and fracture of III and IV ribs and formation of pseudoarthrosis, is an additional adverse factor, which prevents further increase of range of motion in the left shoulder joint. Maximum increase of range of motion abd to 90°a nd fl to 110°, below the threshold of pain is safe in relation to the possibility of re-fracture of the ribs.
3. Lack of early rehabilitation -the patient was not operated in IOV and since 1996, IOV has implemented the program of early rehabilitation of patients surgically treated for breast cancer, according to a constructed algorithm of early rehabilitation (12), therefore multiple functional complications and individual complications of severe degree have not been reported.
4. Lack of rehabilitation programs (for unknown reasons) immediately after the occurrence of lymphedema or later, after the development of plexopathy and consequently significantly reduced abilities to perform daily activities, greatly reduced the possibility of full restitution of resulting functional limitations.
5. Inclusion in a rehabilitation program 6 years after completion of therapy, and 5 years after developed post-therapeutic complications, and significant functional recovery are confirmation that the rehabilitation interventions should be carried out regardless of the temporal distance from the occurrence of functional complications.
6. Finally, the patient's subjective perception of quality of life has improved significantly, she carries out daily activities, which is best illustrated by the words of the patient "now I can put on my bra and belt by myself."
CONCLUSION
The introduction of an early rehabilitation program in patients who underwent breast cancer surgery, continuous monitoring and rehabilitation program immediately after the diagnosis of functional complications is necessary for good quality of life of patients with breast cancer, while in the case with already developed complications, physical therapy should be initiated regardless of the period in which the functional limitations occured. 
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